Pneumoscrotum is an unusual problem that is very rarely associated with gastrointestinal endoscopy procedures. It has been reported to occur after colonoscopy and polypectomy. The present paper describes the case of an 81-year-old man with benign pneumoscrotum that formed after polypectomy at the site of a previous rectal polyp. The pneumoscrotum was managed with conservative treatment.
CASE PRESENTATION
An 81-year-old man underwent a screening colonoscopy one year before presentation. His pertinent medical history was significant for a seven-year history of chronic lymphocytic leukemia (CLL), which did not require any treatment. On examination, he had a 4 cm villous-appearing sessile polyp of the distal rectum ( Figure 1 ). The polyp was excised by standard polypectomy ( Figure 2 ) using electrocautery, and there were no immediate or delayed postpolypectomy complications. The pathology of the polyp was that of a villous adenoma. Given the size and histology of the polyp, it was believed to be appropriate to verify by follow-up examination that there was no residual polyp. The patient remained clinically asymptomatic in the interim and then presented for a flexible sigmoidoscopy one year after the index examination. The flexible sigmoidoscopy showed a residual polypoid area of approximately 5 mm in size, at the site of the previous polypectomy. The polyp was reexcised using a snare with electrocautery. The patient was discharged home without any immediate problems. Approximately 6 h after discharge, the patient complained of swelling around the scrotum and his penis. He then presented for further evaluation. An initial examination determined that the patient's vital signs were stable. The abdomen was benign, with normoactive bowel sounds and no abdominal tenderness. Examination of the genitalia showed accumulation of air around the shaft of the penis and around the scrotum ( Figure  3) . A computed axial tomography scan confirmed the presence of pneumoperitoneum, with air around the penis, in the scrotum ( Figure 4 ) and in the retroperitoneum ( Figure 5 ). The laboratory data showed a white blood cell count of 35×10 9 /L, which was his baseline level due to CLL, and normal liver function tests. The patient was kept nil per os overnight. He was closely examined clinically in the first 48 h. His pneumoscrotum showed clinical stability. After 48 h, the patient was started on a full liquid diet and then advanced to a regular diet within 12 h. The patient's white blood cell count remained stable at BRIEF COMMUNICATION ©2008 Pulsus Group Inc. All rights reserved Figure 1 ) A 4 cm villous-appearing sessile polyp of the distal rectum Figure 2 ) The distal rectum after the polyp shown in Figure 1 was excised by standard polypectomy using electrocautery 35×10 9 /L. He continued to urinate without any assistance of a Foley catheter. He was discharged home after two days of hospitalization. A follow-up examination two weeks later showed complete resolution of the pneumoscrotum. Although the patient had CLL, he did not require any antibiotic treatment. The pathology from the residual polypoid area showed prolapsed rectal mucosa tissue with no adenoma. No muscle layer or submucosa was identified on the resected specimen.
DISCUSSION
Colonoscopy is considered to be safe, with a low incidence of complications (1) . Postcolonoscopy perforations are rare, with both intra-and retroperitoneal cases being described. Pneumoscrotum refers to the presence of air in the scrotum. There are three ways to explain the phenomenon of pneumoscrotum: subcutaneous or retroperitoneal air that dissects into the dartos lining of the scrotal wall, local gas production or air introduction, and movement of air from the intraperitoneal space into the scrotum. Local air production usually suggests serious pathology, such as gas gangrene, requiring urgent surgical interventions (2). The literature shows only six cases of pneumoscrotum after colonoscopy (3) (4) (5) (6) (7) (8) . All were associated with pneumoperitoneum due to retroperitoneal perforation with or without intraperitoneal air leakage. One of these patients (7) had an endoscopic mucosal resection of an adenoma with intramucosal carcinoma by argon plasma coagulation. The onset time of pneumoscrotum after colonoscopy has been variable, with both early (arbitrarily defined as within 1 h after the procedure) and late onset (more than 6 h after the procedure) being described. One of these patients (8) did require surgical exploration, but no signs of perforation were found during laparotomy, and no definitive surgical repair was needed. Air from colonoscopy can also find its way into the mediastinum and the neck, particularly when scoping a rectal stump.
The management of these reported patients with pneumoscrotum usually has been nonsurgical. All nonsurgical patients received antibiotics with complete resolution. Graepler et al (8) describe one patient in whom laparotomy was performed. The patient underwent a colonoscopy and a polypectomy, with clipping of the postpolypectomy site, because the mucosal defect was believed to be deep. The patient developed swelling of his scrotum 30 min after the exam, which increased over the next few hours, prompting surgical exploration. Interestingly and fortunately, no perforation was identified and no primary repair was undertaken.
In our case, no perforation was identified during the operation, and the mucosal defect was not deep. A microperforation was not entirely ruled out, but the most likely explanation is that air was translocated through the mucosal defect into the retroperitoneum and then across the dartos muscle into the scrotum. Nonsurgical treatment was chosen because of the delayed presentation, lack of abdominal and perineal pain, and clinical stability. Despite the fact that the patient had CLL, which is a potentially immuno-compromising disease state, antibiotics were not required. Our case, which is the seventh reported in the literature, illustrates again the favourable outcome in this clinical scenario. 
